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This paper explores the connections that are apparent between the concepts of health 
and sustainability. Our argument is based on the position that a concern for equity in 
health is the common ground between those agencies and sectors charged with either 
overseeing human health, or operationalising sustainability. We posit that addressing 
issues of equity in health will provide cross-sectoral meaning and purpose in regional 
governance.  
 
The information presented in this paper is based on research in the area of community 
health and sustainability by the Sustainable Communities Network (SCN).  The goal of 
the SCN1 is to seek effective interventions that address health inequalities in rural, 
remote, and Indigenous communities through ecologically sustainable development and 
supporting sustainable communities. Similar research activities have been established in 
response to the increasing concern for health inequalities and research about the social 
determinants of health. Much of this energy initially came from the UK, with the Black 
Report (Black, 1980), followed by the Independent Inquiry into Inequalities in Health 
Report (Acheson, Baker, Chambers, & et al, 1998), the World Health Organisation’s 
commissioned report (Wilkinson, 1998) collating the social determinants of health, and in 
Australia Turrell et al.’s (1999) review of Australian research on socio-economic 
determinants of health.  
 
                                                 
1 The Network is part of the Health Inequalities Research Collaboration, now known as the Health 
Inequalities Ministerial Advisory Committee, a Commonwealth Department of Health and Ageing 
initiative. Its goal is to enhance Australia’s knowledge of the causes of and effective responses to health 
inequalities, and to promote vigorously the application of this evidence to reduce health inequalities in 
Australia. 
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Against this background, this paper seeks to identify useful connections between health 
and sustainability, to draw attention to obstacles applicable to both health and 
sustainability, and to provide constructive input from a health perspective into the 
regional governance of sustainability. 
 
Links Between Health and Sustainability 
The fields of sustainability and health overlap conceptually, and the scope and 
requirement for a linking of the agendas of both sectors appear commonly regarded now 
in the international arena.   
 
The importance of stable ecosystems and sustainable resource use as well as social justice 
and equity as contributors to human health has been recognised by the World Health 
Organisation (WHO) (1986).  Nowadays, people are understood as an integral part of the 
earth’s ecosystems, and human health is therefore seen as interlinked with the total 
environment (WHO, 1991). Due to a growing understanding of the interconnections and 
interdependencies between humanity and the ecosystems in which they live, human 
health and the biophysical condition of their surroundings are seen as inseparable, giving 
rise to calls for both domains to be made “central objectives in the setting of priorities 
for development”, and to be “given precedence in resolving competing interests in the 
everyday management of government policies” (WHO, 1991). The recognition that 
human and environmental health are linked also led to the realisation that health 
“solutions lie beyond the traditional health system” (WHO, 1991) and that for this 
reason “public health and ecological movements [should] join together to develop 
strategies in pursuit of socio-economic development …” (WHO, 1988).  
 
WHO (1997) considers health as part of the sustainability agenda in light of the fact that: 
• human health is part of, and is sustained by, the global ecosystem;  
• as discussed in the first principle of the Rio Declaration, health is a focus for 
development;  
• health is one outcome of environmental sustainability initiatives; and  
• the health sector impacts on the environment and on other sectors. 
 
Moreover, WHO (1997) acknowledges a number of commonalities between the 
principles, approaches, and methods proposed by Agenda 21 (United Nations Division 
for Sustainable Development, 1992) and its own ‘Health-For-All’ Policy (WHO, 1978). 
These commonalities recognise that:  
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• development must be equitable if it is to be truly sustainable; 
• an interdisciplinary, intersectoral and holistic approach is required; 
• the social and ecological interdependence of communities;  
• sustainable development is inseparable from economic, health and social 
development; 
• sustainable development requires commitment and cooperation of local  
governments; 
• local support and local action are necessary;  
• promoting public participation is key in this process; 
• the importance for human well-being now and in the future; 
• the importance of a planned approach;  
• that organisations need to be more open and collaborative; and  
• the need to support community capacity. 
 
Similar sentiments are expressed in the area of sustainability. In expounding, the first 
principle of the Rio Declaration on Environment and Development (United Nations - 
General Assembly, 1992) acknowledges that “human beings are at the centre of concerns 
for sustainable development” and that “they are entitled to a healthy and productive life 
in harmony with nature.” Agenda 21 (United Nations Division for Sustainable 
Development, 1992, Chapter 6) speaks of the dependence of human health on the 
sustainable management of the physical, spiritual, biological, economic and social 
environments and also recognises that: 
 
the health sector cannot meet basic needs and objectives on its own; it is 
dependent on social, economic and spiritual development, while directly 
contributing to such development. It is also dependent on a healthy 
environment, including the provision of a safe water supply and 
sanitation and the promotion of safe food supply and proper nutrition. 
 
Overall, the meeting of primary health needs is considered integral to the achievement of 
the goals of sustainable development and primary environmental care” (United Nations 
Division for Sustainable Development, 1992, Chapter 6). More recently the 
Johannesburg Declaration on Health and Sustainable Development (WHO, 2002) 
recognised a triad of health and sustainable development: economic growth and equity; 
social development; and conservation of natural resources and the environment. Each 
pillar influences health and the access to, and provision of, health services. 
 
It can be seen that the major international policy developments both within the health 
sector and the sustainable agenda have highlighted the interconnectedness between 
health and sustainability, and have called for action to address health and development 
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issues based on this understanding.  Therefore, in view of strong thematic overlaps 
between health and sustainability, it is not surprising that conceptions of health and 










Figure 1: Conceptions of Health and Sustainability 
 
What becomes apparent when examining the conceptions of sustainability and health 
presented above is the discrete treatment of three spheres, namely environment, society, 
and economy.  This disaggregation stems from the work undertaken in the sustainability 
literature (e.g. Barbier, 1987; Pearce, 1988; Basagio, 1995; Palmer, Cooper, & van der 
Vorst, 1997). Many authors in the field understand sustainable development as a process 
involving an interaction between the biological and resource system, the economic 
system, and the social system with the general aim of maximising the goals of these three 
systems through the achievement of trade-offs. The notion of trade-offs is contested, 
however, for it implies a somewhat natural incompatibility between the three systems and 
hence underpins conceptions of a division between humanity and nature (Hamilton, 
1997).  Also, it is debatable as to whether a non-hierarchical presentation of the three 
spheres is appropriate in light of socio-ecological interconnections and dependencies, 
which is why the issue of disaggregation is addressed in more detail below.  
 
The disaggregation of the concepts of sustainability and health into discrete components, 
as presented above, can be seen as a useful deconstruction of complex issues for the 
purpose of presentation, comparison, and reporting.  However, in the absence of a 
process of re-construction, integration or synthesis of these issue domains (environment, 
society, and economy), their disaggregation harbours the risk of over-simplification due 
to possible reduction and exclusion, the imposition of structures and values, and the loss 
 
         Source: Barbier (1987)     Source: Hancock (1996)     Source: WHO (1997) 
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As a means of avoiding the pitfalls associated with disaggregation we argue in favour of 
integration, inclusion, and synthesis.  While it is understood that sustainability matters are 
inherently complex and precise conceptualisations, meaningful predictions, and analyses 
difficult to devise, a systemic approach towards sustainability is proposed, which is to be 
understood in terms of healthy humans living in environment.  The approach taken here 
centres around measurements and analyses of drivers, feedback loops, adaptive 
responses, and resilience.  An approach such as this works against the conventional way 
of conceptualising sustainability in that it cuts across its traditional dimensions and allows 















Figure 3: Environment, society, and the economy: A nested hierarchy 
(based on Giddings, Hopwood, & O'Brien (2002))(2002) 
 
The conceptualisation presented here essentially equates, to a degree, the notions of 
health and sustainability.  On a practical level this means that environmental problems 
can be seen as health problems and vice versa.  This in turn widens views traditionally 
held within in health and environmental care for it makes more obvious the connections 
that exist between the two fields.  The sections below will show more clearly the benefits 
a more holistic and integrative treatment of health and environmental issues can bring.  
In particular, it will be made apparent that, in the absence of an integration as suggested 
here, sustainability transitions are unlikely to materialise as underlying problems are 
unlikely to be recognised or addressed.  Below the example of health asymmetries will be 
used to demonstrate that future sustainability is contingent on the eradication of 
pervasive inequities and that health can play a vital role in that regard.   
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Obstacles to Sustainability: Health Asymmetries in Australia  
While overall health for many countries, including Australia, has been improving, the 
differences in health between groups has been widening (Dixon, 1999; Turrell, 1999; 
Commonwealth Department of Health and Aged Care, 2001; Evans, Whitehead, 
Diderichsen, Bhuiya, & Wirth, 2001). While in Australia the largest differences exist 
between Indigenous and non-Indigenous populations (Commonwealth Department of 
Health and Aged Care, 2001), there are also concerns for the poorer health status of 
some rural and remote communities (Australian Bureau of Statistics, 2002). 
 
Health inequalities are not the result of individual choices but the consequences of very 
different opportunities and constraints imbedded in social, political, cultural, economic, 
and environmental conditions and systems affecting the health of communities (Black, 
1980; National Health Strategy, 1992; Acheson et al., 1998; Turrell, 1999). These 
underlying conditions and systems differ both within and between communities and 
determine how particular groups within communities or communities at large: 
• participate in the development and implementation of health policies and 
programmes;  
• access different health services and programmes provided; and  
• are exposed to and respond to environmental risks.  
 
Disadvantaged or vulnerable communities, or groups within these communities, do not 
necessarily benefit from policies and programmes developed and implemented to address 
health issues because of particular social, political, cultural, economic and/or 
environmental barriers or risks. These barriers or risks make policies and programmes 
either inappropriate or inadequate to address the health needs and issues of 
disadvantaged or vulnerable communities.  The resulting pervasiveness of health 
inequalities can be seen as an obstacle to both the health and sustainability of 
communities.  Barriers and risks arise from the unintended health consequences of the 
actions, policies, and programmes of both the health sector and sectors outside of health, 
where disadvantage or vulnerabilities are constructed through circumstantial 
predispositions. 
 
In recognising that different social, political, cultural, economic and/or environmental 
conditions are the main causes for widening health inequalities between different groups, 
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it has been argued that the most effective point of intervention is at the macro-policy or 
upstream level (Black, 1980; Acheson, 1998; National Advisory Committee on Health 
and Disability, 1998; Wilkinson, 1998; Marmot, 1999; Turrell, 1999). Yet, this is not the 
level at which health policies or programmes are generally targeted.   
 
Currently, the health sector’s efforts to address health inequalities are focused on 
intermediate (e.g., strengthening communities and families, changing living and working 
conditions, health promotion, and education) or downstream factors (e.g., intervening 
risk factors, clinical medicine, and health care).   Below the case is made for a 
strengthening of community focused programmes in recognition of the fact that the 
community level is not only the most effective level for health intervention but also the 
locus where lessons can be learned for macro-level reform. 
 
A Quest for Healthy, Sustainable Development: Community Focused and Cross-
Sectoral Approaches  
The community level is increasingly being recognised as the focus for policy 
development (e.g. Walsh, 2001; Bollens, 2003).  The community is understood as a site 
where macro-policy issues manifest (e.g. education, income, employment) and where 
power relations around these issues are constructed and controlled (Kenny, 1999). 
Moreover, communities’ experiences of complex issues may mean that macro-issues at 
this level are thought about in a more holistic and interconnected way (WHO: Regional 
Office for Europe, 2002). Therefore, underlying conditions and power relations can be 
considered and challenged to some degree by policies and programmes that are not 
necessarily aimed at macro policy reform but instead focus on change at the community 
level. 
 
Another advantage conveyed by focusing at the community, local level, is that cross-
sectoral2 activity is recognised as being most successful here. The need for a more 
sophisticated approach to cross-sectoral activity is increasingly highlighted in 
international and national treatments of complex, messy and wicked societal issues. 
WHO (2002) identify four fundamental factors of relevance: 
                                                 
2 We use the term cross-sectoral and inter-sectoral interchangeably. 
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• making vertical linkages (to ensure that national policymaking is informed by local 
conditions, managed regionally); 
• making horizontal linkages (between sectors, between initiatives and between 
government and civil society); 
• developing the managerial, administrative, institutional, legal, human resource and 
financial capacities to address these linkages; and 
• using tools, frameworks, indicators and the involvement of multiple perspectives in 
their creation, to track the progress in intervention implementation and evaluation. 
 
Accordingly, we believe, like others, that windfall gains may be available in the quest for 
healthy, sustainable development by identifying health equity issues as a focal point of 
importance for all sectors engaging in the sustainability agenda. This will require that the 
health sector firstly engages in outside policy initiatives, and secondly gives and shares its 
considerable cumulated knowledge, capacity, and skills in the areas of identifying and 
dealing with inequities in health. The ways in which these cross-sectoral activities are 
undertaken, the personalities involved, the idiosyncratic nature of the issues, the language 
used, and the degree to which the activities are ‘owned’, will collectively determine their 
success or otherwise. 
 
References 
Acheson, D. (1998). Independent inquiry into inequalities in health report. United Kingdom: The 
Stationary Office. 
Acheson, D., Baker, D., Chambers, J., & et al. (1998). Independent Inquiry into Inequalities in 
Health Report. United Kingdom: Secretary of State for Health. 
Australian Bureau of Statistics. (2002). Mortality Atlas. Canberra: Australian Bureau of 
Statistics. 
Barbier, E. B. (1987). The Concept of Sustainable Economic Development. Environmental 
Conservation, 14(2), 101-110. 
Basagio, A. D. (1995). Methods of Defining Sustainability. Sustainable Development, 3, 109-
119. 
Black, D., Morris, J., Smith, C., & Townsend, P. (1980). Inequalities in health: Report of a 
research working group. London: Department of Health and Social Security. 
Bollens, S. A. (2003). In through the back door: social equity anmd regional governance. 
Housing Policy Debate, 13(4), 631-657. 
Brockway, G. P. (1993). The End of Economic Man (revised ed.). New York: W.W. Norton 
& Company. 
Brown, L. R. (2001). Eco-Economy. New York: W.W. Norton & Company. 
Commonwealth Department of Health and Aged Care. (2001). Health services in the city and 
the bush: Measures of access and use derived from linked administrative data . Canberra: 
Commonwealth Department of Health and Aged Care. 
 10 
Dixon, J. (1999). A national R&D collaboration on health and socioeconomic status for Australia. 
Canberra: Commonwealth Department for Health and Aged Care. 
Evans, T., Whitehead, M., Diderichsen, F., Bhuiya, A., & Wirth, M. (2001). Introduction. 
In M. Wirth (Ed.), Challenging inequities in health: From ethics to action (pp. 3-11). 
Oxford: Oxford University Press. 
Giddings, B., Hopwood, B., & O'Brien, G. (2002). Environment, economy and society: 
fitting them together into sustainable development. Sustainable Development, 10, 
187-196. 
Hamilton, C. (1997). Foundations of ecological economics. In M. Diesendorf & C. 
Hamilton (Eds.), Human Ecology, Human Economy. Ideas for an ecologically sustainable 
future (pp. 35-63). St Leonards: Allen & Unwin.  
Hamilton, C. (2003). Growth Fetish. Crows Nest, NSW: Allen & Unwin. 
Hancock, T. (1996). Planning and creating healthy and sustainable cities: the challenge 
for the 21st century. In A. Tsouros (Ed.), Our Cities, Our Future: Policies and Action 
Plans for Health and Sustainable Development. Copenhagen: WHO Healthy Cities 
Project Office. 
Kenny, S. (1999). Developing communities for the future: Community development in Australia. 
Melbourne: Nelson ITP. 
Lowe, I. (2002). Social Behaviour and Incentives for Sustainability. Retrieved 7 th July, 2003, from 
http://www.coastal.crc.org.au/coast2coast2002/presentations/Plenary/Social b
ehaviour-incentives for sustainability.pdf 
Marmot, M. G., & Wilkinson, R.G. (Ed.). (1999). The social determinants of health. Oxford: 
Oxford University Press. 
National Advisory Committee on Health and Disability. (1998). The social, cultural and 
economic determinants of health in New Zealand: Action to improve health. Wellington: 
National Advisory Committee on Health and Disability. 
National Health Strategy. (1992). Enough to make you sick: How income and environment affect 
health. Canberra: Commonwealth Department of Health Housing and 
Community Services,. 
Palmer, J., Cooper, I., & van der Vorst, R. (1997). Mapping Out Fuzzy Buzzwords - Who 
Sits Where on Sustainability and Sustainable Development. Sustainable Development, 
5, 87-93. 
Pearce, D. (1988). Economics, equity and sustainable development. Futures, December, 
598-605. 
Turrell, G., Oldenburd, B., McGuffog, I., & Dent, R. (1999). Socioeconomic determinants of 
health: Towards a national research program and a policy and intervention agenda. Canberra: 
Queensland University of Technology, School of Public Health, Ausinfo. 
United Nations - General Assembly. (1992). Rio Declaration on Environment and Development. 
Rio de Janeiro: United Nations. 
United Nations Division for Sustainable Development. (1992). Agenda 21. Rio de Janeiro: 
United Nations. 
Walsh, P. (2001). Improving governments' response to local communities - is place 
management an answer. Australian Journal of Public Administration, 60(2), 3-12. 
Wilkinson, R., & Marmot, M. (Ed.). (1998). Social Determinants of Health: The Solid Facts: 
World Health Organisation. 
World Health Organisation. (1978). Declaration of Alma -Ata, International Conference on 
Primary Health Care. Alma-Ata, USSR. 
World Health Organisation. (1986). Ottawa Charter for Health Promotion. Retrieved 23 rd 
May, 2003, from http://www.who.int/hpr/archive/docs/ottawa.html 
 11 
World Health Organisation. (1988). The Adelaide recommendations: Conference statement of the 
2nd International Conference on Health Promotion. Paper presented at the 2nd 
International Conference on Health Promotion, Adelaide, South Australia. 
World Health Organisation. (1991). Sundsvall Statement On Supportive Environments for 
Health. Sundsvall, Sweden: WHO. 
World Health Organisation. (1997). Sustainable Development and Health: Concepts, Principles 
and Framework for Action for European Cities and Towns. Copenhagen: WHO. 
World Health Organisation. (2002). Johannesburg Declaration on Health and Sustainable 
Development. Johannesburg, South Africa: WHO. 
World Health Organisation: Regional Office for Europe. (2002). Community participation in 
local health and sustainable development: Approaches and techniques. Copenhagen: World 
Health Organisation: Regional Office for Europe. 
 
